A Figure 1 . Peroral strobovideolaryngoscopy showstheglottisduringphonation(A) andquietrespiration (B). Duringphonation, ventricular fold activation on the side of the apparent paresis (arrow) suggests that neuromuscular function is intact. During respiration, the mass (arrow) is barely visible below the posterior glottic bar.
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A 49-year-old real estate salesman presented with a 13-month history of breathy dysphonia. His symptoms arose following an upper respiratory tract infection, and his voice quality had steadily deteriorated ever since. He reported occasion al coughing while drinking water, but no other dysphagia or dyspnea. The initial evaluation shortly after the onset of his symptoms had yielded a diagnosis of reflux laryngitis, but appropriate treatment did not alleviate his symptoms. A later evaluation identified glottic insu fficiency, which was attributed to vocal fold paresis based on laryngoscopy.
Peroral strobovideolaryngoscopy in our office confirmed the glottic insufficiency. Examination also revealed ventricular fold hyperfunction on the side that failed to adduct normally, a finding that suggested intact neuromuscular function (figur e 1, A). On closer insp ection, a smooth subepithelial mass was noted just underneath the posterior glottic bar (figur e 1, B). Examination with a flexible endoscope confirmed this observation.
Computed tomography (CT) of the neck demonstrated a well-demarcated lytic lesion on th e posterior lamina of the cricoid cartilage that measured approxim ately 1. In our patient's case, the size of the tumor required compromise of the left cricoarytenoid joint. Its proximity to the contralateral cricoarytenoid joint made the patency of the laryngeal airway after resection uncertain . Nevertheless, the patient underwent temporary tracheostomy and partial cricoidectomy with laryngeal stenting at another center. He rema ined tracheostomydependent some 6 months after surgery, having failed decannulation twice because of airway distress .
This case underscores the importance of meticulous laryngoscopic evaluation and illustrates the difficulties in judging suitability for partial resection of the cricoid cartilage .
